The patient was a young woman, aged seventeen years, who, following an attack of grippe, suffered from an acute otitis. She was seen by me on the eighth day after the inception of the middle ear inflammation. During this period two myringotomies had been performed. The night before I saw the patient the temperature had risen to over 103°, and on the day that I saw her the temperature was 104°. She presented the usual signs of a narrowed fundus of the external auditory meatus and a bulging drum membrane. The mastoid was exquisitely tender throughout. An immediate operation was performed. The mastoid cells were found to be filled with blood and some free pus. The mastoiditis was clearly of the hemorrhagic variety. A complete operation was done, and the dura in the middle fossa was exposed over an area about three-quarters of an inch square. The dura appeared healthy. The zygomatic cells were exceedingly well developed, and these were thoroughly eradicated. The upper portion of the wound was sutured and drained from its lower angle by means of two gauze drains. Owing to the high temperature, an immediate blood culture was made, and this was repeated on the second day. Both blood cultures were negative. The patient's temperature, at the time of operation, was 104°, and it fell with regular remission until about the fourth day after operation it became normal and so remained.
headaches. The pain was located chiefly in the frontal and temporal regions. This pain was so severe a!! to keep her awake. Three weeks after the operation the patient came to the office with a temperature of 104°and a pulse of 142. She was immediately sent to the hospital and a blood culture taken. This was negative. The temperature gradually fell to nonnal, and the wound, which throughout had been doing poorly, seemed to improve.
The p~tient left the hospital again in about a week, and at this time had very little pain. One month and three days after the primary operation the headache returned and there appeared a paralysis of the external rectus oculi of the corresponding side. The patient at this time was suffering from severe frontal headache, was excessively tender to pressure over the first branch of the trigeminal nerve, was pale and anemic, and was exceedingly hysterical and lacrimose. Careful tests showed no ataxia, no nystagmus, fair hearing in the operated ear, a nonnal temperature and a nonnal pulse. Although the site of operation was the left side, there was no aphasia. The patient was given bromids, internally, to relieve the extreme nervousness from which she was suffering. These symptoms continued, with increasing severity, for about twelve days. During this time the abductor paralysis became absolute. The temperature and pulse during this period remained normal. The patient's general condition, however, steadily deteriorated. She became more and more nervous, the pain in the head increased, she lost flesh, and her progress was in every way unsatisfactory.
Six weeks after the first operation the patient again entered the hospital--on account of the severe headache and her general nervous symptoms. At this time the abducens paralysis was complete, but aside from this there was absolutely no evidence of any intracranial involvement. The hearing was fair on the affected side, there was no spontaneous nystagmus, and no evidence of any labyrinthine involvement. There was no aphasia, and an ophthalmoscopic examination showed both optic discs perfectly nonnal. Spinal fluid negative. The patient was seen in consultation with Dr. Pearce Bailey, who agreed with me that there were no signs of any intracerebral involvement. While the case resembled those cases first re-ported by Gradenigo, I felt certain that there was no deeper focus of suppuration, owing to the thoroughness of the original operation. I could only explain the pain by assuming that there had been an inflammatory process extending along the dura from the area of original exposure inward to the Gasserian ganglion, and that this inflammatory process accounted for the pain. Such an inflammatory process would naturally account for the abducens paralysis.
One month and two weeks after the first opera~ion I reopened the wound and extended the incision forward to a point one inch behind the margin of the orbit. The dura of the middle cranial fossa was exposed over an area about three inches in diameter. This area included the area of dural exposure at the primary operation and extended somewhat posteriorly to this; in other words, the dura of the entire middle fossa was exposed. The dura was carefully elevated by means of a flat spatula, and the entire floor of the middle fossa explored, including, of course, the roof of the petrous pyramid. Absolutely no pus was found. The dura at the site of original exposure was somewhat thickened, but otherwise the dura appeared to be perfectly normal. Firm dural adhesions at the anterior extremity of the first area of dural exposure were broken down by means of the blunt dissector. A folded rubber tissue drain was introduced to the very apex of the petrotls pyramid. The anterior portion of the incision was closed and the mastoid wound was left wide open. I wish to emphasize here that absolutely no pus was found in either the mastoid wound or the middle cranial fossa. In other words, the first operation had been absolutely thorough, and this portion of the wound required no revision. The day after the operation the patient's temperature rose to 105°. She complained of no pain, however, and was perfectly rational.
From this time on she began to improve, and ultimately made a complete recovery. On the second or third day after the operation she developed beginning choked discs in' both eyes. This swelling of the optic papillre gradually increased and was more marked upon the operated side. The rubber tissue drain was removed from the middle fossa, and immediately the optic neuritis began to disappear.
The subsequent history of the patient is one of uninterrupted recovery. The wound healed perfectly, the hearing on the affected side was excellent, and the abducens paralysis had practically disappeared when the patient was last seen. Subsequent reports of the patient show that she is in a practically normal condition.
Perhaps the most comprehensive article on this class of cases was written by Dr. Chas. E. Perkins, and published in the ANNALS OF OTOLOGY for September, 1910. The case which I have reported, however, presents some new points, and is particularly interesting from the fact that at the time of the second operation no extradural area of suppuration was found, neither was any deep focus of pus found within the bone, as so frequently occurs in these cases. In a number of cases reported the mastoid cells were found to extend into the apex of the petrous bone, and an evacuation of pus in this region was followed by immediate relief. In the present case the pain seemed to be due simply to a low grade of inflammation of the dura extending inward and involving the Gasserian ganglion. The sixth nerve was also involved as it crosses the apex of the petrous pyramid. The stripping up of the dura from the underlying bone seemed to cause a resolution of the inflammatory process with a subsidence of all the symptoms. The case is particularly interesting as bearing upon trigeminal neuralgia in cases of middle ear suppuration. The case certainly demonstrates that severe intracranial symptoms may occur without any demonstrable focus of pus in cases of this character.
